The extent of resection and release of the trachea is important for successful anastomosis. Bilateral bronchial dissection is one of the release techniques for resection of the lower trachea. We present the experience of cervical video-assisted mediastinoscopic bilateral bronchial release for long segmental resection and anastomosis of the lower trachea.
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CASE REPORT
A 52-year-old man was referred for a tracheal mass. He had dyspnea for the past 10 months. The dyspnea had become aggravated 2 weeks earlier, and blood-tinged sputum developed simultaneously. Computed tomography revealed about a 4.5-cm mid-tracheal mass obstructing 80% of the tracheal lumen (Fig. 1) . Infiltration to the adjacent tissue was suspected. However, there was no enlarged regional lymph node. The mass showed mild FDG uptake on positron emission tomography. On fiber-optic bronchoscopy, a protruding mass with an irregular surface was found at the mid-trachea.
The mass was hypervascular and fragile. A biopsy was omitted due to the risk of bleeding and respiratory insufficiency. vealed an approximately 3-cm elevation of the carina (Fig. 2) .
Fiber-optic bronchscopy revealed mild anastomotic stenosis at the cranial portion 5 cm from the carina (Fig. 3) .
Postoperative radiotherapy was performed because of the close radial margin. The patient has been disease-free for 18 months. trachea by dissecting it from the anterior sheath of the trachea through the carina to the bilateral main bronchi [3] . We concluded that bilateral main bronchial release can be performed by VAM without a sternotomy because cervical VAM is a frequently using procedure for the diagnosis and treatment of thoracic disease [4] . Suprahyoid release is a useful method for inferior mobilization of the superior tracheal segment and can be done under cervicotomy [5] . In this case, suprahyoid release was omitted because superior mobilization of the distal trachea is more important than inferior mobilization of the upper trachea to complete anastomosis under cervicotomy without sternotomy and the tension of anastomosis was not high after bilateral bronchial release. VAM allows a good operative view and is a less invasive procedure for bilateral main bronchial release by a transcervical approach. Bilateral main bronchial release permits a sufficient length for anastomosis after long segmental resection without applying another release technique. In the present case, we were able to remove almost half of the trachea, and ananstomosis could be completed without excessive tension.
Postoperative computed tomography revealed 3-cm upward mobilization of the carina, which means that bilateral main bronchial release permitted removal of about 3 cm of the trachea. In conclusion, bilateral bronchial release with cervical VAM is feasible and is a less invasive modality for long segmental resection and anastomosis of the trachea.
